Uveitis is defined as an inflammation of the uveal tract (iris, ciliary body, choroid) from any cause, including a large group of diverse diseases affecting not only the uvea but also the adjacent structures. It is an important matter, for instance it accounts for approximately 10% of severe visual handicap in the Western world.
I In 67% to 73% of patients with uveitis a specific diagnosis can be established.2 3 However, data on the epidemiology and aetiology of uveitis as well as the amount of visual disability it causes in Africa are not readily available."7 In this study we tried to estimate the frequency of uveitis among other diseases leading to visual loss in patients who visited an eye hospital in Sierra Leone.
Sierra Leone is a small country in West Africa, with four ophthalmologists for its four million inhabitants. The Eye Hospital in Lunsar is one of four eye clinics, serving an area of approximately 32000 km2 in which onchocerciasis or river blindness is endemic. Up to 1992, basic eye care in rural areas was virtually non-existent. Although a mobile team from the hospital visited certain remote areas, it usually only referred patients for cataract or glaucoma surgery. This suggests that many patients visited the hospital on their own initiative rather than through referral.
We conducted a retrospective study among patients who visited the Eye Hospital in 1989 and 1992, and compared these data with figures from 19815 to:
(1) assess the frequency of blindness and low vision;
(2) obtain insight into the role ofuveitis in this group of patients; (3) (Fig 1) .
Most patients with visual loss (VA <6/18) from onchocerciasis presented with panuveitis. In the non-onchocercal group panuveitis was most frequent in 1989, though in 1992 this had changed to anterior uveitis (Table 4) .
Visual loss in ocular onchocerciasis caused by secondary glaucoma or cataract or both was found in 28 out of 70 patients (40%) in 1992. Of these complications, glaucoma was most frequently observed (16/28) . In patients with non-onchocercal uveitis a similar number of complications were seen (21 out of 54 patients (39%)), yet this was mostly due to cataract (12/21).
PATIENT CHARACTERISTICS
The average age of all blind patients was 51 years in 1989 and 58 years in 1992; in 1981 the exact ages of the patients were not documented. The average age of patients with a visual handicap attending the hospital increased over the years. In the group of blind patients this was mostly due to an increase in patients aged 61 to 70 years. In patients who were blind from uveitis the average age also increased, but preference for a specific age group was not observed.
Uveitis holds its second position as a cause of blindness despite a significant decrease in blindness from onchocerciasis observed during recent years. The fact that the incidence of onchocerciasis is declining is also confirmed by other authors.'24 The use of larvicides in rivers to control the Simulium fly vector as well as the mass distribution of ivermectin since 1989 are the most likely causes of this decline.
The increasing frequency of blindness due to uveitis of non-onchocercal origin to almost 10% is a surprising finding. An absolute increase of uveitis because of the AIDS pandemic does not seem likely in Sierra Leone; data from our pilot study among patients with uveitis in Sierra Leone revealed HIV positivity in only one out of 144 patients (unpublished). A more likely explanation could be that until recently all cases of uveitis in hyperendemic areas were attributed to onchocerciasis since almost everyone suffered from this systemic disease. A similar phenomenon was seen in Europe in the first half of this century when uveitis was most often attributed to tuberculosis, syphilis, or 'infectious foci' (for example, bad teeth).'5 If the diagnosis of onchocercal uveitis is based on a positive skin snip alone, it implies a high probability ofcoincidence and not a direct relation, at least in some patients. It is also possible that in other surveys on blindness complications in uveitis, such as cataract and glaucoma, were considered as direct causes of blindness, while the primary cause (uveitis) remained unmentioned.
The association of uveitis with systemic disease is well known. Reported frequencies from the northern hemisphere vary from 19% to 46%.3 In tropical countries uveitis is likely to be associated with systemic infections. However, owing to lack of diagnostic equipment in local hospitals, aetiologies of non-onchocercal uveitis remain unknown, and systemic infections are left untreated. This can lead to increased blindness and morbidity, and therefore a shortened life expectancy. 16 Without doubt, further advances in the struggle against blindness in West Africa would result if, as well as cataract surgery being expanded and the work towards eradication of onchocerciasis continued, other causes of uveitis could be diagnosed more accurately and treated. A study to determine the aetiologies of uveitis in Sierra Leone is in progress.
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